is rapidly occurring, despite the failure to pass a federal health care reform package. What therefore currently exists is managed competition for those who have health care coverage, namely those who have employer sponsored health care benefits, those who self pay for health care coverage, and those who are eligible for public support through the Medicaid and Medicare programs.
How to provide health care to the estimated and growing 41 million Americans ("The state of health care in America," 1995) without coverage continues to be the unanswered question. Of note, of these 41 million uninsured Americans, approximately half are employees and their dependents, often working in temporary or part time positions in the retail and service industries (California Workers' Compensation Institute, 1994) . Herein is the challenge for primary care service delivery at all worksites: is it only feasible for those employers who currently offer a health benefit package to all employees and their dependents?
Early in the national health care debate and prior to the 1992 presidential election, the American Nurses Association (ANA) and specialty nursing organizations promoted Nursing's Agenda for Health Care Reform (ANA, 1991) advocating primary care delivery services for all Americans and residents at convenient and accessible locations, such as schools and workplaces. The American Association of Occupational Health Nurses (AAOHN), in collaboration with the ANA, analyzed the feasibility of primary care service delivery at the worksite and published, Innovation at the worksite: Delivery of nurse managed primary health care services (Burgel, 1993) .
This monograph describes five health care delivery models which meet the goal of providing access to quality care at an affordable price. The models not only improve access to direct care services within a primary care framework, but also enhance access to comprehensive occupational health and safety service delivery. Therefore, the models are managed by an occupational health specialist.
The American College of Occupational and Environmental Medicine (ACOEM), in 1993, published their position statement on national health care reform.
ACOEM notes the field of occupational medicine as a primary care specialty, with a broadened perspective to include more prevention based, primary care services at the worksite.
Is primary care delivery at the worksite feasible for most employers or is it an elusive utopia? To answer this important policy question, employee perspectives, occupational health and safety issues, and business consequences are analyzed.
ISSUES IN DELIVERY OF PRIMARY CARE AT THE WORKSITE: THE EMPLOYEE PERSPECTIVE
Employees who have health insurance coverage for themselves and their dependents continue to want quality choices in health care benefit plans with minimal out of pocket costs. Increased access to health care services could be achieved by offering the primary care service for employees and their families at a convenient location, with extended evening or weekend hours. Offering the worksite primary care service as a choice among several provider groups at a more competitive copayment rate would increase utilization of this plan.
The treatment of work related injury and illness would be included as a component of the on site primary care service. Also known as 24 hour care, workers' compensation labor codes may need to be changed to extend managed care options for the treatment of work related injury and illness. Health care organizations certified to provide 24 hour care need to have occupational health and safety expertise on staff, in addition to quality assurance plans. From an employee perspective, to have full service treatment for work related injuries and illnesses available at the same clinic where their personal health records are maintained should be seen as a positive feature.
Maintenance of and access to records for personal health, as well as work related injury and illness care, illustrate key ethical concerns for worksite primary care service delivery. From an employee perspective, issues of privacy and potential discrimination are critical considerations when positioning personal health issues closer to the employer arena. Individual employees need to fully understand the potential consequences when providing consent to release personal health records. However, one could argue that a more structured clinic arrangement on site or near the worksite, managing both personal and work related health concerns, could serve to strengthen and clarify the boundaries around the release of information.
Both AAOHN and ACOEM have published position statements on confidentiality of health records, and clearly state that the private disclosures of workers should be treated in a dignified and confidential manner (AAOHN, 1988; ACOEM 1995) . Health information privacy legislation has been introduced in the current Congress; the intent is to establish a uniform code of preemptive federal regulations governing personal health information (Cassidy, 1995) .
Worksite health programs, specifically wellness programs, have engendered considerable debate over personal responsibility versus organizational responsibility MAY 1996, VOL. 44, NO.5 for health. Voluntary programs, offered in the context of a bureaucratic organization, may be perceived very differently than they would in a democracy (Conrad, 1987) . Green (1988) identified one way to analyze worksite sponsored program priorities with an analysis of factors influencing workers' health (See Figure) . Green sorted those factors into four cells according to how much control workers and employers could exercise.
Both the employer and worker have high control, and therefore shared responsibility, over the factors in cell I, which include work practices, use of personal protective and safety equipment, workplace hygiene and housekeeping, and maintenance and upkeep of machines and equipment. In cell 2, which includes factors related to lifestyle and personal health habits, the employer has a low degree of control and the worker has a high degree of control. In cell 3, the employer has a high degree of control, and the worker has a low degree of control over the work environment and the work processes, such as equipment design, job design, and hazard control. In cell 4, variables over which the employer and the worker have a low degree of control include cultural characteristics and physical and mental abilities/impairment. According to this model, the priority areas for employers should be the two cells where they have the highest level of control: cells I and 3. Likewise, workers have critical responsibility in those areas in cells 1 and 2. This model helps to maintain the critical priority on engineering, administrative, and personal protective controls, and clarifies both employer and employee spheres of responsibility for worker health and safety.
PRIMARY CARE AT THE WORKSITE: AN OCCUPATIONAL HEALTH AND SAFETY PERSPECTIVE
A review of the philosophy of occupational health and safety is required, with an analysis of the current preparation of occupational health providers. A major philosophical premise of occupational health practice is to maintain the linkage between the health of the employee and the work process, with the goal to prevent and recognize work related illness and injury. Occupational health is not just the provision of health care at a work location. Therefore, to maintain the value of occupational health services, coordination of any additional on site primary care services must be done through an occupational health manager.
Occupational health is a specialty practice in community and public health aimed at the prevention and recognition of work related injury and illness. An on site health service dedicated to occupational health provides several unique opportunities for occupational health and safety professional staff: knowledge of the worksite, work processes, and associated hazards which allow for early and successful implementation of engineering, administrative, and personal protective controls; establishment of powerful relationships with key people to ensure the success of an occupational health and safety program, including supervisors, union leadership, employees, and their dependents; and opportunities for true team relationships, emphasizing primary-secondary-tertiary prevention measures to improve and maintain a healthy workplace.
HIGH
If an on site health service already is present in a company, the decision to add primary care service delivery is contingent on maintaining a value on occupational health and safety. For a full commitment to primary care services, occupational health and safety should be an equal priority. In this environment of limited resources, the concern is that the addition of primary care services would compete for already strained resources in the occupational health and safety service, and potentially dilute the primary prevention efforts for occupational health and safety that are of such paramount importance.
An ethical consequence of implementing a full service primary care clinic at the worksite, from the provider perspective, is the concept of divided loyalties. When health care providers receive salary and benefits from the employer, to whom are they primarily accountable? There are "multiple masters" to serve, and this potential conflict of interest requires the use of a check and balance system evaluating specific outcomes, such as the percent of work related diagnoses, the rate of return to work, the emphasis on primary prevention for eliminating worksite exposures, and other quality indicators and outcomes.
If a work force is not 100% covered by an employer paid insurance package, then primary care services provided by the employer would not be available to all employees and their dependents. The ethical principle of justice and fairness would be brought into question in this case scenario, and an ethical dilemma is created for the health care provider in not providing needed health care because of lack of insurance coverage.
Primary care advocates will point to the improved quality outcomes within a primary care framework, citing the use of more prevention based services, and limiting the use of more high cost, invasive diagnostic tests. Likewise, less fragmentation of care exists within a primary care model, with financial disincentives used to limit unnecessary specialty referrals. A greater opportunity exists to manage the quality and delivery of services within a case management framework, when a primary care service is available at or near the worksite. The worksite provides not only convenient access to all health services, it provides a more accurate diagnosis of those conditions that are work related, and a unique opportunity to evaluate symptoms early so that prevention modalities are implemented and potential coworker exposure is minimized.
Confidentiality of health information is a provider consideration as well. Certainly, from a provider point of view, the quality of work related injury and illness treatment is enhanced with greater access to complete personal medical records.
Are occupational health specialists prepared to provide full service primary care services? Many managed care companies are defining who can practice in the field of primary care, and, therefore, who can see clients at first contact without an authorized referral. Specialty medical providers have quickly expanded their practices so as to identify themselves as primary care providers. Those who are identified as primary care providers traditionally include physicians who are board certified in internal medicine, family practice, and in some states, obstetrics and gynecology. Likewise, adult and family
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Primary Care at the Worksite Policy Issues. Burgel, B.J. gram, with immediate and direct cost savings most notably for those companies who self insure. Employers who contract with outside managed care organizations to service their employees may not truly control quality and cost. Therefore, on site administration of a full service health service would provide the cost and quality control that employers desire in these rapidly changing times in health care service delivery.
Legal considerations have to be examined, however. If primary care is delivered by employer paid health care providers, the status of liability may be in question. If there is negligence on the part of the provider, the courts may rule that there is a co-employee relationship, and therefore any negative outcome is covered under the workers' compensation laws. This would limit the liability avenues for injured employees, making workers' compensation the "exclusive remedy." Or, the courts could recognize that there is a client-provider relationship where the provider is thought of as an independent contractor, and can be sued for negligence. Dual capaci-nurse practitioners can provide primary care services.
Board certified occupational medicine physicians may not have had formal education preparation in internal medicine, nor be board certified in internal medicine, and therefore, may not be prepared to diagnose and treat all urgent and chronic health conditions within a primary care framework. Primary care is not just urgent care. It is critical that occupational specialists manage the primary care activities at a worksite, and hire appropriate experts to meet the primary care needs of employees and their dependents. Decisions about hazard control, communication with supervisors, compliance with the Americans With Disabilities Act, work restrictions, and fitness for duty issues all require an occupational health specialty preparation.
Clinical decision making from a specialist perspective is very different than clinical decision making from a generalist perspective. Therefore, educational preparation as a generalist (for example, adult or family practice in medicine or as a family or adult nurse practitioner) with additional preparation in the occupational health and safety specialty is highly recommended. Specialty prepared clinicians tend to order more invasive diagnostic tests compared to their primary care counterparts (Pew Health Professions Commission, 1991; Schroeder, 1993) . It is therefore important to have the correct blend of generalists and specialists when planning the primary care clinic staffing.
ISSUES FROM A BUSINESS PERSPECTIVE
The philosophical value statement of an employer in regard to health is critical to the development of the health benefit plans as well as to the design and implementation of the occupational health and safety program. Minimally, employers must provide workers' compensation coverage and compliance with applicable occupational health and safety standards. This may be the full extent of their occupational health and safety program, and any expansion into primary care would be seen as an additional cost item.
In contrast, larger and more progressive companies may offer a more comprehensive benefit package that ideally includes resources for a comprehensive occupational health and safety program as well. These employers are directly feeling the rising costs of health care and workers' compensation, and would welcome the opportunity to control health care costs in a more creative and direct way. If employers recognize that a healthy employee is a productive employee and believe health care is a human right, and if employers already are offering a health benefit package to all employees, they would be well positioned to implement primary care service delivery at the worksite. If the worksite is not 100% covered with a health care benefit package, however, the provision of primary care at the worksite may present ethical dilemmas for the health care providers.
Twenty four hour managed care contracts for treatment of work related injury and illness would limit duplicate and excessive administrative costs for establishing both a personal health and workers' compensation pro-1.
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AAOHN lournal1996; 44(5), 238-243. Primary care delivery at the worksite is a feasible reality. It is most feasible, however, for those large employers already assuming financial responsibility for providing employee health care benefits.
Ethical and legal questions arise with the delivery of worksite primary care services: how best to safeguard personal health information; and how best to manage the potential malpractice liability risks in a clientprovider relationship at the worksite.
Primary care at the worksite requires primary care providers (a nurse practitioner and/or a physician) with generalist preparation in adult or family practice, in addition to specialty expertise in occupational health and safety.
Occupational health and safety must be a priority at all times, with the key goal to prevent work related injury and illness through engineering, administrative, and personal protective controls. ty could also be recognized, with the provider noted as a co-employee, in that both provider and employee are paid for work by the employer; the provider is then dually recognized as an independent contractor in providing patient care.
Case law varies; therefore, legal questions would need to be addressed prior to establishing a full service, employer paid primary care service (Northrop, 1987) . This author believes a client-provider relationship does exist when there is the diagnosis and treatment of health related complaints. Malpractice reform, another component of health care reform, will be a policy consideration when establishing an on site primary care service.
CONCLUSION
In conclusion, there is a definite opportunity to expand traditional occupational health services to include more primary care services for employees and their dependents. This opportunity, however, is most feasible for large employers who are already carrying the financial responsibility for providing health care benefits for their employees. Safeguarding personal health information and managing the potential malpractice liability recognized in a client-provider relationship are two critical issues needing a joint and frank discussion among employers, employees, labor, occupational health and safety staff, and legal counsel. Providing primary care at the worksite requires a primary care provider with generalist preparation in addition to providers with occupational health and safety expertise. A clear and continued priority for occupational health and safety prevention needs to be maintained at all times, in addition to the measurement and tracking of quality and cost outcomes.
COMMENTARY
I n her excellent article, Burgel evaluates the feasibility of primary care at the worksite. Providing primary care at the worksite is often part of the more general cost control strategy of combining work related and non-work related health care (called "24 hour coverage"). Basic 24 hour coverage plans merge claims management processes for work related and nonwork related health care (saving administrative costs), but keep the providers for each service separate. More integrated plans seek to merge both the claims processes and health care providers and provide many health care services, including primary care, at the worksite.
There is great optimism for 24 hour coverage. In a 1992 survey (Block, 1992) of 716 risk and human resources managers, 63% thought providing 24 hour coverage would contain employer health care costs, 20% thought it would not, and 17% were neutral. The early results from 24 hour coverage programs are mixed: A Risk Data Corporation study (Pasqualetto, 1995) of 24 hour managed care health plans found that such plans actually reduce health care costs. The plans' use of occupational health nurses allows them to be aggressive at directing the type of care the employee receives. Significant savings also result from employees returning to their jobs sooner than normal. On the other hand, a California Workers' Compensation Institute study (Haggerty, 1994) concluded that 24 hour health care plans provided by the medical group practice model lead to longer treatment periods and increased disability payments.
Two recent developments indicate that 24 hour coverage may be gaining momentum. First, the California State Compensation Insurance Fund and Kaiser Permanente have entered into an alliance to provide employers with 24 hour health care coverage (Haggerty, 1995a) . This is significant because Kaiser is the largest managed health care company in the state and the state fund is the largest provider of workers' compensation coverage in California. Second, the California Industrial Relations Department's Workers Compensation Division has developed four pilot 24 hour health care plans for the counties of Los Angeles, Sacramento, San Diego, and Santa Clara (Haggerty, 1995b) . Employees would be able to have the
